Design-A descriptive and questionnaire study of patients' experience.
Setting-Two surgical and two gynaecological wards.
Patients-50 Patients admitted to hospital for cholecystectomy and 51 admitted for hysterectomy.
Main outcome measures-Visual analogue scales with no divisions were completed by the patients immediately after each dose of postoperative analgesia was administered throughout their stay in hospital. A questionnaire completed on the fifth postoperative day recorded patients' recollections of their experience. Opinions were also sought from medical and nursing staff.
Results-During the first 24 hours after surgery recorded pain levels were 60% of the maximum and were not influenced by age, sex, or the type of operation performed. The median interval between the return of pain and a further injection of analgesic was 2 hours (interquartile range 1 to 3-5 hours). Expectations of pain relief were low, and for 70% of the patients the pain was at least as bad as they had expected. Only half of the medical and nursing staff questioned thought that postoperative analgesia should relieve pain completely; drugs were prescribed and administered with too little attention to the patient's response and too much concern about adverse effects and opioid dependence.
Conclusions-The results suggest that the standard of postoperative pain relief is poor because of inadequate education of patients in what to expect (and demand), and of medical and nursing staff in how to prescribe and administer analgesia with reference to individual drug response.
Introduction
Ineffective reliefofpostoperative pain is an unacceptable but common sequel to surgery. Cohen found that 37% of patients who had elective abdominal operations were in severe pain afterwards,' and 42% of patients questioned by Cronin et al after similar procedures described the pain they experienced as "very unpleasant indeed."2
The reasons for inadequate pain relief include BMJ VOLUME 300shortcomings in both the prescription and the administration of drugs, and anxiety about addiction is still prevalent. One study showed that when nurses were allowed to choose from a range of drug doses the lowest dose was chosen repeatedly, regardless of the patient's response'; complete pain relief was considered an objective that could not safely be achieved. Despite the many studies of postoperative pain and its effects information is scanty about the severity, frequency, and duration ofpain that patients experience after common operations. We conducted a study to assess the quality of postoperative pain relief with particular reference to patients' perceptions.
Patients and methods
All patients admitted for elective abdominal hysterectomy or cholecystectomy to four surgical wards at the City General Hospital, Stoke on Trent, during eight months were invited to enter the study; oral consent was obtained from all patients. Shortly after admission each patient was asked about any previous experience ofpostoperative pain. Age (6, ) surgery in the past, but 42 of them could not recall how much postoperative pain they had experienced. The number of anaesthetic drugs used for each patient did not differ significantly (p=0 60) between the cholecystectomy group (mean 8 0) and the hysterectomy group (mean 7-9), and there were too many different types of anaesthetics to make a comparison of their effects on postoperative pain.
The use of opioids during surgery did not have a significant effect on the first score for pain (cholecystectomy group p=0 72, hysterectomy group p=038).
All patients who had a hysterectomy and all but two who had a cholecystectomy were given papaveretum 10-20 mg as their first postoperative analgesic. The patients in the hysterectomy group received a total of 873 doses of analgesia (mean for each patient 17, range , 209 (24%) of which were opioids. In the cholecystectomy group a total of 564 doses (mean 10, range 2-26) were given, 204 (37%) of them opioids. The two groups differed significantly (p<0001) with respect to average doses of analgesia and the percentage of doses that were opioids.
Only 67% (944/1419) of the visual analogue scales were completed overall (hysterectomy 69% (605), cholecystectomy 62% (339)). On the first postoperative day 62% (129/207) were completed, on days 2 and 3 83% (475/569) were completed, and then a gradual decrease occurred until on day 6 only 42% (57/135) were completed. Incomplete records occurred either because patients were too drowsy to complete the scale immediately after surgery or because nurses were too busy to ensure that the scales were completed. Analysis of the scales was complicated by variation among patients in the number of doses received, the intervals between doses, and the number of scales completed. The data were therefore analysed daily to derive an average for each day's scores. Table II shows that pain was moderately severe on the first day after surgery but that there was a gradual reduction of pain during the ensuing days. There was no relation within each age group between pain experienced and either age or sex. Because of the similarity in results between groups they were combined in further analyses. (table III) .
Patients were also asked to relate the severity of pain to their expectations; 43 thought that it had been about what they expected, 27 that it had been more severe, and 31 that it had been less severe. All patients were asked how effective they thought pain relief should be (table IV) : 36 thought that it should relieve pain completely, 58 thought that it should relieve pain so that they could move comfortably in bed, and five thought that it should just take the edge off the pain.
When asked if they knew that pain relievers had been prescribed for them and that they had only to ask for them if needed 79 patients said yes and 22 said no. Patients were also asked who had informed them before their operation about the pain that they might experience. Only 58 patients said that they had been given any information. (17) 75 (42) 32 (6) Nurse 11 (I I1) 93 (52) 32 (6) Family 28 (28) 12 (7) 11 (2) (17) thought that opioid analgesics given postoperatively could cause addiction, five agreed that this might influence their selection of the dose and dose interval.
Discussion
The selection of just two operations minimised the variation in the type of wound and in the duration of the operation and the stay in hospital, which might have complicated the analysis in a more heterogeneous sample. Furthermore, there were few differences in the experience related by patients in the two operative groups.
Although the overall number of opioid analgesics given to the patients in each group was similar, the total number of all analgesic doses differed considerably. A total of 664 doses of oral analgesics, mainly paracetamol, was given to the hysterectomy group whereas only 342 doses were given to the cholecystectomy group. One reason for this could be that 46 of the 51 women who had a hysterectomy complained of "wind pain," and 25 of these considered this to be worse than the pain from the wound. Wind pain often lasted for several days after surgery and was usually treated with paracetamol and peppermint water.
There is a depressing similarity between our results and those previously published.'3 For 40% of our patients the postoperative period had been very painful. The average pain intensity experienced during the first 24 hours was perceived as 60% of the maximum. Although the intensity lessened day by day, patients were recording quite high pain scores as late as the sixth postoperative day. A three hour delay between the return of pain and administration of the next analgesic dose was commonplace, and one patient had to wait 17 hours.
Why is the standard of postoperative pain relief still so unsatisfactory despite well publicised studies during the past 15 years? We think that there are three reasons. Firstly, a lower level of pain relief is expected by the patient; for 69% the pain experienced was at least as severe as they had expected. Secondly, staff tend to underestimate the amount ofanalgesia required to maintain pain relief; although the initial dose prescibed may not have been too low, no attempt was made to assess the effect of this so that it could be adjusted to provide optimum pain relief and then repeated at convenient intervals. Thirdly, there is a continuing fear, expressed by a fifth of the nurses questioned, of opioid dependence; half of these nurses admitted that this fear would influence their selection of the dose and dose interval whenever choice was permitted. Patients expect ineffective pain relief and their carers ensure that they are not disappointed.
What can be done to improve postoperative pain relief? The level of pain that patients expect is determined by any previous operative experience (if they remember it) and information given to them preoperatively. Interestingly, when asked to name one or more people who inform patients before surgery BMJ VOLUME 300 about possible postoperative pain doctors believed that this was most often done by anaesthetists and other doctors, and nurses believed that they themselves were the main informants, but the patients said that they had been informed most commonly by their family and friends. An were concerned about this. The real risk has been estimated at 1:3000 patients." ' The results of this study highlight deficiencies that prevent optimal postoperative pain relief. Not only are patients' expectations of pain relief low but for many the reality is even worse. These expectations need to be raised by better communication: information given to patients preoperatively not only helps but would be well received. The level of pain relief that medical and nursing staff aim to provide must also rise. Education for nursing staff in optimal administration of analgesia must reach both trainees and qualified staff to achieve and maintain a high standard.
Loop diathermy excision of the cervical transformation zone in patients with abnormal cervical smears Interventions-After colposcopic and cytological assessment excision of the cervical transformation zone by fine loop diathermy under local anaesthesia in the outpatient department.
Main outcome measures-Time to complete the treatment, immediate morbidity in terms of discomfort and bleeding, and cytological and colposcopic findings at six months.
Results-Treatment was completed in a mean of 3-47 minutes (SD 1-99 Conclusion-Loop diathermy excision is an effective treatment with low morbidity and is an appropriate modality for patients with abnormal cervical smears.
Introduction
The concept ofexcising the abnormal transformation zone of the cervix should cytological or colposcopic criteria suggest the presence ofintraepithelial neoplasia is not new. Cold knife and diathermy conisation and more recently carbon dioxide laser conisation are proved effective techniques, although they require either general anaesthesia or expensive equipment. Morbidity is well documented. Outpatient excision of the transformation zone using the carbon dioxide laser has also been shown to be feasible but also requires equipment, skill, and time that are not always available.
Diathermy generators are cheap, easy to maintain, and available in nearly every hospital. With minimal adaption they can be used in an outpatient setting either to totally excise' or take a biopsy sample of the cervical transformation zone.' Furthermore, being an excisional method of management, treatment can be undertaken at first contact, so dispensing with the necessity for a pretreatment assessment.
There have been no large series prospectively docu- 
